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At the present time no single operator has had sufficient 
experience to enable him to speak authoritatively upon this 
subject, and such extremes of experience have been reported 
that it is difficult to estimate the real dangers and difficulties of 
prostatectomy. Dr. Goodfellow, in a paper upon “ Perineal 
Prostatectomy,” read before the California Academy of Medi¬ 
cine, April 29, 1902, says, “ We can confidently say to sufferers 
from the troubles incident to hypertrophied prostate that a 
cure is absolutely certain, the danger practically nil.” On the 
other hand, Dr. Chetwood, in the Medical Ntnvs of August 8. 
1903. says, “ No thoughtful surgeon will declare that the mor¬ 
tality rate of prostatectomy is trivial.” 

Prostatectomy, involving as it does such important ana¬ 
tomical structures and being performed as it often must be 
under such adverse conditions, is a capital operation, and no 
capital operation is without a death-rate, serious complications, 
and sequels. With our improved technique the mortality is 
not high, the complications and sequels are constantly growing 
fewer, but they must necessarily exist, and it is only by faith¬ 
fully noting and reporting them that we can hope to reduce 
them to the minimum. It is altogether too grave an operation 
to be resorted to as a routine treatment for every enlarged 
prostate, and is applicable only to properly selected cases. 
There will always be a place for palliative measures in neg¬ 
lected cases of prostatic enlargement. 

It is not wise to say that after a certain age a man is not 
a fit subject for this operation, because the number of years he 
has lived is not a proper index to his surgical age. As long 
as a man’s heart, arteries, and kidneys are in fit condition to 
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allow the administration of an anaesthetic, he is a fit subject for 
surgery. 

The most frequent cause of death following this operation 
is uraemia, consequently the most important preliminary ex¬ 
aminations are those of the kidneys. Unfortunately, the en¬ 
larged prostate and inflamed bladder make it a difficult matter 
to ascertain the exact condition of the kidneys, but after the 
usual microscopic and chemical examination of the urine made 
by a competent person, we are warranted in operating so long 
as there is no positive evidence of serious kidney involvement. 
In the presence of such evidence, the operation is contra¬ 
indicated, and we must be content under these conditions to 
resort to palliative measures only. The modern practice of 
administering water and urotropine freely for a few days pre¬ 
ceding and follow-ing operation undoubtedly carries some pa¬ 
tients from the border-line to the safe side. 

The next greatest danger is sepsis, and in the presence of 
an infected bladder it is an ever-present one. These old men 
will bear up under an operation almost as well as younger ones 
so long as wound infection does not take place, but they have 
very much less resisting power against sepsis. It is impossible 
to disinfect a thickened, badly infected bladder before operation, 
so our only hope lies in thoroughly cleansing the wound and 
providing for free drainage. 

The complicating cystitis is often at the present time the 
most positive indication for operation; and it is for the relief 
of this complication that the various palliative measures are 
most frequently employed. Our only means of preventing 
cystitis as a complication is to get prostatectomy so well estab¬ 
lished that it will be the accepted method of treatment when 
catheter life would otherwise begin. The only satisfactory 
treatment for this complication is drainage, and this is best 
brought about by perineal prostatectomy. 

Stone is a frequent complication of enlarged prostate and 
should always be sought for and removed during the operation. 
Cases are on record in which a stone has been overlooked, and 
as a consequence the operation was a failure. This might \ery 
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readily happen in the perineal operation unless the operator 
made a deliberate search for stone. 

The incision for a prostatectomy when too extensive 
causes various complications. In the upper operation it may 
injure the peritoneum, and in the lower one important muscles, 
blood-vessels, and nerves are unnecessarily injured by an ex¬ 
tensive cut. The peritoneum is ordinarily easy to avoid, but 
with a contracted bladder the danger of injury to this mem¬ 
brane is great. In the perineal operation the tendency is to 
employ the straight median incision, because it certainly does 
the least injury, and because those who have employed it find 
that a more extensive incision is unnecessary. On the con¬ 
trary. those who have employed the larger incisions have 
learned that they are not necessary, and that they do cause un¬ 
necessary complications. Beginners are prone to cut too much, 
because they think it makes the operation easier, and because 
they have not been properly warned against the complications 
arising therefrom. 

. Haemorrhage is an occasional complication, but its dan¬ 
gers have doubtless been over-estimated. Tbe writer has had 
no serious haemorrhage complicating the perineal operation, 
but has had some anxious hours from this trouble in the supra¬ 
pubic operation. I he median perineal incision certainly re¬ 
duces this danger to the minimum. It is always better to 
control the haemorrhage by ligature or forcipressure when 
practical rather than resort to packing, for packing firm enough 
to control the haemorrhage causes severe pain and may cause 
sloughing. 

Too little effort is made to protect the urethra in the peri¬ 
neal operation. It simplifies the operation wonderfully to sac¬ 
rifice the whole prostatic urethra, as is frequentlv done; and it 
is marvellous how quickly nature compensates for its loss; but 
it is not reasonable to expect that there will not be traumatic 
stricture later. We all know what a serious matter a trau¬ 
matism to other portions of the urethra often proves to be, and 
there is no reason why the same will not prove true of this part. 
\\ ithin the next few years we will all see patients suffering 
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from this cause who are now listed among the cured. This 
operation is a mutilating one at best, and it is our duty to be as 
conservative as possible. The destruction of a certain part of 
the lower wall of the urethra is unavoidable, but the upper and 
side walls can and should be preserved. We must not try to 
develop a grand-stand operation which yields brilliant results 
for a time only to be followed by disappointment later, hut 
rather a conservative operation, which cures so that the patient 
can live out his expectancy in comfort. A man with a trau¬ 
matic stricture at the neck of his bladder may be in a worse 
condition than one with an enlarged prostate. 

One of the serious objections to the suprapubic operation 
is the extensive injury done to the bladder. With proper care, 
extensive injure to this organ can be avoided in the perineal 
operation. The writer has repeatedly demonstrated on the 
living and the dead subject that in a case suitable to this opera¬ 
tion the gland can be enucleated without serious injury to the 
bladder. The muscular fibres of the bladder are continuous 
with those of the gland, but there is always a distinct layer of 
bladder fibres which are independent and to the inner side of 
the gland. Over the third lobe it is often quite thin and re¬ 
quires great care for its preservation. When the- bladder is 
torn, the wound should be closed with catgut. 

The most difficult problem in the perineal operation is 
how to avoid injury to the rectum. There are very few, if 
any, operators who have never met with this accident. It is 
not a disastrous event when it does happen, but is always a 
serious complication. The rectum may be torn through, or it 
may be so injured that it will slough through after a few days. 
In order to avoid this accident, it is necessary to follow the 
urethra closely back to the apex of the gland, then open and 
keep well within the capsule. None but an experienced and 
trustworthy assistant should be allowed to hold the retractor 
on the rectal side, for it is a very easy matter to push the in¬ 
strument through the bowel. When the accident does occur, 
the opening should be closed with stitches to the rectal side 
backed up by catgut on the perineal side. When the opening 
is small, a purse-string will suffice. 
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Can we preserve the seminal ducts? It is certain that with 
our present technique we do not preserve them, and in the case 
of a virile man this is surely a very grave complication. As 
this operation becomes better established, we will operate ear¬ 
lier and necessarily upon younger men, when this will become 
a serious question. Young, of Baltimore, has reported to the 
American Association of Genito-Urinary Surgeons a technique 
, by which he claims to be able to preserve these ducts, and this 
is certainly a necessary step if we hope to establish the early 
operation for prostatic enlargement. 

For a comparatively young man impotence is certainly the 
most serious sequel of prostatectomy, and one to which we 
must give careful consideration. With our present technique 
which destroys the ducts, it is doubtful if any man has the 
power of procreation after a prostatectomy, and some lose the 
power of copulation. The prostate is undoubtedly a generative 
organ, but whether it is an indispensable one, remains to be 
demonstrated. It seems rational to believe that interference 
with blood and nerve supply by a too liberal perineal incision 
may be a cause of impotence. This possibility certainly affords 
food for reflection. 

An occasional sequel of prostatectomy is incontinence or 
dribbling. This is due either to injury to muscles or nerves or 
to the neck of the bladder, most frequently the latter. This 
condition should rarely obtain, because by proper care and con¬ 
servatism it can be avoided. A careless or inexperienced oper¬ 
ator may very easily tear away that portion of the sphincter of 
the bladder just below the urethra and in front of the third 
lobe, which would be very liable to be followed by incontinence. 

The perineal wound is usually closed inside of three weeks, 
but a perineal fistula will occasionally remain. This may be 
caused by too protracted draining. It is rarely necessary to 
leave a tube in the bladder for more than a week, and it may 
often be removed earlier to advantage. This delay in the 
closure of the wound may be due to the fact that the operator 
did not properly close the cavity left by the removal of the 
gland. The lateral walls should be carefully approximated by 
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buried catgut sutures, as we do in operations upon the female 
perineum, so that there remains but a channel for the drainage 
tube to pass from tbe bladder to the outside. Later, when we 
learn to operate upon prostates before the bladders are infected, 
we may be able to close the perineal wound completely, drain¬ 
ing through the urethra only. It is a mistake to till a large space 
in the perineum with gauze, because it delays union and leads 
to complications and sequels. When a fistula shows a ten- % 
dencv to become chronic, it can be cured by a plastic operation 
followed by a catheter in the bladder for a few days. 

A communication between the urethra and the rectum is 
one of the sequels met with occasionally. The writer operated 
upon one such case successfully by dissecting up through the 
perineum, closing the openings in the urethra and bowel with 
fine chromic gut, and leaving a gauze drain between these two 
points extending out through the perineum. By leaving the 
gauze between the two points repaired, it was hoped that if one 
fistula failed to close at once, the other might heal; and this 
was just what did happen, nature finally completing the cure 
without further assistance. 

Epididymitis is quite a common sequel of prostatectomy, 
sometimes becoming so troublesome as to require tbe removal 
of the epididymis. It may be caused or aggravated by the in¬ 
judicious use of sounds, and should always be remembered as 
a possibility when they are employed. 

Because the writer has dealt briefly upon possible as well 
as probable complications and sequels of prostatectomy, he does 
not wish to be classed a pessimist. The true optimist is one 
who recognizes difficulties with the hope of overcoming them. 
In order to place this operation on a proper footing, it is neces¬ 
sary to recognize the fact that it is not the bed of roses some 
of our over-enthusiastic brethren who have operated upon a 
few cases successfully would have us believe. Some failures 
are bound to follow this important operation, as they do even- 
operation of like magnitude; but, notwithstanding this fact, 
it is destined to be one of the greatest boons modem surgery 
has to offer suffering mankind. 



